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 This survey used the 2000 edition of NFPA 101, 
Life Safety Code, Chapter 19-Existing Health 
Care Occupancies in compliance with 42CFR 
483.70(a).   

The facility was located in a one-story building of 
Type V (000) construction that was protected by 
a wet automatic fire sprinkler system designed in 
accordance with the 1999 edition of NFPA 13, 
Standard for the Installation of Sprinkler 
Systems.

Note:
At the conclusion of the 01/19/2016 Life Safety 
Code survey, it was determined the facility was in 
compliance with the provisions of NFPA 101, Life 
Safety Code.
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